O ccupational therapists have been using group treatment in practice since the early 1920s, yet little is known about current group practice, The purpose of this study was to document the nature of contemporary treatment groups, to describe how extensively groups are used in practice, to note some economic implications regarding group treatment, and to compare results with a study we undertook in 1983 (Duncombe & Howe, 1985) . Meyer (1922 Meyer ( /1977 described hospitalized patients working at individual projects in a group setting, and Anderson (1936) first suggested that group projects should be designed with therapeutic goals for individual patients in mind. Howe and Schwartzberg (1986) have traced the historical development of occupational therapy groups since that time, They found that the following factors influenced the use of group treatment: (a) the enduring importance of occupation (activity) to health, (b) the ability to adapt group structures and goals to the changing paradigms of treatment, (c) the importance of interpersonal relationships to wellness, and (d) the socioeconomic pressures that molcl health care, such as the limited personnel or shrinking funds available to health care programs, There is a common belief that group treatment in occupational therapy is largely limited to mental health or pediatric practice areas. This belief may stem from the way that the group process was introduced into the professional curriculum. In 1956, the American Occupational Therapy Association (AOTA) charged members of the A1lenbeny Conference to study issues of occupational therapy practice with psychiatric patients, one of which was the use of groups and group activities (West, 1959) . Recommendations from that conference eventually Jed to the inclusion of the group process in occupational therapy curricula (\'(fesl, 1959) . Twenty-six years later, in a survey of occupational therapy education programs, Barris and Kielhofner (1986) found that 61% of the 34 responding programs offered a cOUl"se in group process. An additional 26% of the programs included grou p process material as part of a basic course in psychosocial occupational therapy.
More recent anides in the American journal of Occupalional Thempy described the use of group treatment with nonpsychiatric patients Hasselkus (1992) studied persons with Alzheimer's disease in an adult community day-care center. The program used group activities extensively to proVide the structure needed to keep patients involved and interacting during the clay, She found that day-care staff members felt a conflict between twO approaches: imposing structure and control versus eliciting individual choice in activilies.
Siadyk (1992) presented a case report of a patient with traumatic brain injury and behavioral disorder who was receiving treatment in a group setting. Sladyk used small structured groups to address the patient's cogni-tive, task, and social skills development and to provide reinforcement for desired behavior. Upon discharge, the patient was ahle to return to work.
Another study (Chamberlin, Henry, Roberts, Sapsford, & Courtney, 1991) described the use of group treatment for children whose early feedings were delayed or especially difficult as a result of neonatal physical prohlems. An infant and toddler feeding program was provided in an outpatient setting 1 evening per month. This parent-child support group was initiated with six children and their families for a 9-month period. The study reported that the interaction of parents and staff members in a support group format can be helpful in addressing early eating problems in children. Trahey (1991) compared treatment outcomes for two groups of patients who had had total hip replacement. One group (n = 29) received traditional individual occupational therapy, and the other group (n = 26) participatecl in a group treatment program. Results showed that group treatment was as effective as one-to-one treatment for these patients, hut that group treatment cost one third less than individual treatment.
Other studies have documented that the interpersonal processes inherent in occupational therapy groups promote wellness. For example, Kurasik (1967) concluded that, on average, ratients with hemiplegia who were receiving group treatment achieved their maximum goal 8 days earlier than patients who were receiving individual treatment. Kurasik cited peer support and encouragement as major reasons for the group patients' success. Gauthier, DalZiel, and Gauthier (1987) found that outpatient occupational therary groups helped patients with Parkinson's disease to maintain functional states after 1 year. They concluded that the member interaction that was facilitated by the group countered the tendency of patients with this degenerative disease to withdraw into social isolation and depression. Van Deusen and Harlow (1987) reported that reer interaction and su pport that were provided in a group treatment program were beneficial to adults with rheumatoid arthritis.
In 1983, in order to document the extent and type of group treatment that occupational therapists were using, we sent surveys to 300 occupational therapists in all areas of practice. We found that 60% of the 120 responding occupational therapists led treatment groups (Duncomhe & Howe, 1985) . Of the respondents who worked in psychiatric hosritals and mental health centers, all Jed treatment groups (n = 32). The use of groups also was reported, to some extent, in all types of treatment facilities, including large and small general hospitals, rehabilitation centers, nursing homes, community programs, schools, and developmental disabilities programs.
Respondents of the 1983 survey provided detailed descriptions of 209 treatment groups. From these descriptions, we documented the nature of treatment groups and established 10 categories of groups based primarily on their structures, goals, and activities. These categories included exercise, cooking, tasks, activities of daily living, arts and crafts, self-expression, feelingoriented discussion, reality-oriented discussion, .'ien.'iorjmotor and sensory integration, and education. We also found that most groups were small, consisting of 10 or fewer members, and that there were more activity and activity-verbal groups than solely verbaj groups. Of the 209 groups described in the survey, 75% had an activity component (Duncombe & Howe, 1985) . Even in those groups that consisted primarily of discussion, members were talking about activity or occupation.
Almost 10 years have elapsed since the results of the survey were puhlished. This period has seen many changes in the field of health care, such as pervasiveness of third-party payment, increases in contractual services, and movement of occupational therapists into the private practice arena. To discover whether changes had occurred in the use of group treatment in occupational therapy over this period, we readministered the survey.
Methodology

Instrument
The three-part survey that was administered in 1983 was used in the current study, but with two changes: (a) a list of the 10 group categories was included as a guide for respondents in identifying the groups they Jed and (b) a section was added to obtain information on payment rates, reimbursement, and group treatment documentation.
The first part of the survey was related to respondents' attributes, such as the kinds of facilities where they worked and the types of patients whom they treated, and was used to establish whether the respondents used group treatment in practice. The second part was related to types, characteristics, and goals of the groups that they led. The third part was related to information concerning reimbursement, rates, and documentation.
Subjects and Procedure
A computerized sampling of 307 occupational therapists was ohtained from a list of all therapists in AOTA's Special Interest Sections, with the exceptions of Administration and Management and Education. The surveys were mailed to each occupational therapist. Two months were allowed for therapists to respond.
Results
Of the 307 surveys, 191 responses (62%), from 43 states, were returned. Because three respondents did not meet the criteria of heing currently employed, they were not used -leaving a total of 188 resrondents. To assure ano- were that they had problems with documl'ntation anel reimbursement; lacked knowledge about the group process; had scheduling, staffing, space, and time constraints; and were not doing direct group treatment themselves but were consultants to others who led groups. Several rl'spondents indicated that the groups that they used did not ml'et the definition of a group as presented in the survey. A group was defined on the survey form as "an aggregate of people who share a common purpose which can be attained only by group members interacting and working together" (Mosey, 1973, p. 45) . However, the groups used by these respondents were informal ones, in which patients worked on individual tasks or several patients were treated at the same time.
Croup Characteristics
The information on group characteristics was based on the data provided by the 96 therapists who indicated that they used group treatment in practice. These respondents led a total of233 different groups. The total numbn of responses varies among categories because some occupational therapists gave several responses for one type of group serving different populations. Data describing group characteristics appear in Table 2 and data describing goals according to group type appear in Table 3 Several salient characteristics of the groups as a whole wl're that they (a) were predominantly small (141 of the groups had fewer than six members and 101 groups had four to six members), (b) had general therapeutic goals (n = 115) or both educational and therapeutic goals (n = 68), and (c) had primary specific group goals that included increasing task skills (n = 134), faCilitating communication and socialization (n = 133), and increasing physical abilities (n 128)
=0
A tabulation of the group types indicated the following:
• Sixty-six groups (28%) were categorized as sensory integration-sensorimotOr groups, and 35 groups (15%) were categorized as exercise groups. Fifty-six of the sensory integration groups were for children; most of these were small, closed, long-term groups. • Twenty-eight task groups were led for adolescents, adults, and older persons.
• Twenty-six groups were activities of daily living groups, half of which were for adults.
• Twenty-six largely short-term education groups were for adults.
Because purposeful activity (occupation) is an important concept in occupational therapy, it was studied in great detail Of the 231 responses to this category, 206 wne described as activity or verbal and activity groups and 25 were described as verbal groups -a difference Note. ADL = aClivities of daily living: F-O Disc = feeling-orienred discussion: R·O Disc = n:alilv-orienlcd discussion: 51 = sensory integration.
that was statistically significant according to a chi-square individuals and the group, 207 (94%) of the 219 responanalysis (p <01). dents indicated that they maintained individual documentation for patients in group treatment (see Table 5 ).
Reimbursement and Documentation
Discussion
On this section of the survei', some respondents gave incomplete or ambiguous answers, so results are based We encountered some difficulties in replicating our earlion the number of answers received for each section.
er study. Although the same sampling procedures were Therapists were asked whether there was a different payused, the samples in each study were different. Many of ment rate in their programs for individual treatment verthe resrondents in the current survey worked in different sus group treatment. Of the 75 respondents to this quesfacilities and with different patients than did the respontion, 34 (45.33%) said that there was and 41 (54.67%) said dents in the earlier study. These differences are reflected that there was not. Type of reimbursement was categoin the tyres of groups led and in the groups' goals. In the rized as: (a) none (because cost was included in the total earlier survey, 60% of the respondents led groups, wherehospital program), (b) individual hilling, (c) third-party as in the current study, 52% led groups. This indicated a reimbursement, and (d) other (see Table 4 ). When asked small change in the prevalence of group treatment in whether information was documented for individuals in practice. The change in the facilities where the responthe group, for the group as a whole, or for both the dents work parallels demographic changes in the occupa- tional therapy profession. Today, fewer occupational therapists are working in large hospitals and psychiatric hospitals, and more are working in school systems (AOTA, 1992; Price, 1993) . The increase in the number of occupational therapists working in schools and other largely community programs appears to indicate a trend of increased practice in community settings and also of increased use of groups in these settings. This trend may influence the number and type of groups used and the skills necessary to be a group leader because so many of those working in community settings are using groups. Health care in the community may involve working with small groups composed of patients and their families, peer support groups, or caregivers in the home. These groups often present a group structure that is more informal than the traditional group; in such a structure, a therapist may assume a role closer to that of an educator or consultant than to that of a traditional leader (Chamberlin, et aI., 1991; Schwartz· berg, 1994) . This trend has implications for the group process components of occupational therapy educational programs.
The phrase pUlposefid actiui~y (occupation) is found throughout the philosophical base of occupational therapy (Hopkins, 1993) . Given the importance of activity in the profession, it is not surprising that, with a chisquare analysis, the results of both of the surveys showed a significantly larger number of activity groups than verbal groups (p <. 05).
Other similarities between the two studies were evident. The most common group size in both studies was fewer than 10 members -usually about six. Such group size is an important determinant of group process and relates not only to the goals of the group but also to the number of interactions between members (Howe & Schwartzberg, 1986) . Because one of the most frequently identified group goals was to facilitate communication and SOCialization, a small group size seems appropriate.
Communication skills are important for individuals' interaction with other group members and for obtaining other group goals. Communication skills are intimately connected with the process of socialization (i.e., learning to assume different social roles). The studies of Kurasik (1967) , Gauthier et a1 (1987) , and Van Deusen and Harlow (1987) documented the importance of social interaction to rehabilitation and well ness. In both of our surveys, an increase in socialization and communication was the most frequently rated specific goal for groups.
Whereas the current study revealed use of more exercise and sensorimotor-sensory integration groups than the earlier study, the goals of these groups were similar regardless of whether the group environment was a school or a medical facility. The goals were to increase physical, cognitive, and task skills' as weJJ as socialization and communication skills.
Economic aspects of group treatment in occupational therapy, such as rates and types of reimbursement and productivity of therapists, are related to the reduced funding of treatment programs, staff member shortages, and insufficient numbers of occupational therapists. Oc· cupational therapy departments are pressured to increase productivity by handling more patients with fewer staff members than they did in the past (Howard, 1991) . The fact that almost half of the respondents indicated that they were reimbursed at the same rate for individual and group treatment indicates that group treatment is more cost-effective than individual treatment. This finding suggests that the use of small groups to treat patients may increase productivity as well as promote treatment.
Group treatment has been shown to decrease labor costs by one third (Trahey, 1991) , to be superior to individual treatment in maintaining patients' functional status and behavioral changes, and to be more cost-effective than individual treatment (Gauthier et a!., 1987) . Given these economic advantages, group treatment is likely to flourish in the environment of managed health care as it did in the recession years of the 1970s (Howe & Schwartzberg, 1986 ). However, Trahey (1991) said, "We must not allow the pressures of cost-containment and personnel shortages to compromise our efforts to provide quality care and promote quality of life for our patients" (p. 400). Group treatment needs to be provided by experienced, qualified therapists who have individual treatment available when patients' needs dictate this form of health care.
Conclusion
Group treatment has been an integral part of occupation-.\.fare!? 1995. Volume 49. Number al therapy historv and, as this replication study shows, continues to be used by occupational therapists \-vho treat a wide varielv of patients in many dilTerent facilities. Since our original survey 10 years ago, thne has been little change in the characteristics of group structures and goals. Groups remain mainl)' activity oriented and small, and they have various therapeutic and educational goals.
The most frequently stated goals in group treatment arc increases in patients' socialization and communication skills. Changes noted between the two studies were primarily related to demography because more occupational therapists now work in nonmedical lacilities and, consequently, treat more patients in community and school settings anu fewer patients in institutional setting.s.
Information generated from these studies can help OCCulxltional therapy educators adapt the contents of group courses. It is incumbent on occupational therapv educators to prepare studel1ts to use group treatment with patients of diffnent ages and with different disabilities. Occupational therapists must aCljuil'e skills thar will facilitate educational groups for patients and families to enable them to manage in a health care svstem that increasingl\' asks patients to rake some responsibilitv for their treatment ami health, As cost sJving.<, of gl'Oup treJtment are more frequentl\' documented, practitioners will [Jmbablv face pressure to usc small groups more extensivelv than indiviclual treatment. Occupational therapists who are prepared as group leaders ma\' ensure that the qualitv of pJtienr care is not jcopardi/ed in the interest of cost containment.
•
